IDAHO DEPARTMENT OF

HEALTH « WELFARE

JAMES E. RISCH - Governior DEBRY RANSOM, RN, RH.LT - Chief
RICHARD M. ARMSTRONG — Director BUREAL OF FACILITY STANDARDS
3232 Elder Street

P.O. Box 83720

Buise, ldaho 83720-0036
PHONE: (208) 334-6626
FAX: (208) 364-1888

E-mait: {sb@idhw state.id.us

November 15, 2006

Joan Stockton, Administrator
Community Restorium

6619 Kanisku Street

Bonners Ferry, ID 83805

License #: RC-118
Dear Ms. Stockton:

On August 24, 2006, a complaint investigation, state licensure survey was conducted at Community
Restorium. As a result of that survey, deficient practices were found. The deficiencies were cited at
the following level(s):

o Core issues, which are described on the Statement of Deficiencies, and for which you have
submitted a Plan of Correction.

¢ Non-core issues, which are described on the Punch List, and for which you have submitted
evidence of resolution.

This office is accepting your submitted plan of correction and evidence of resolution.

Should you have questions, please contact Patrick Hendrickson, RN, Health Facility Surveyor,
Residential Community Care Program, at (208) 334-6626.

Sincerely,

==

PATRICK HENDRICKSON, RN
Team Leader

Health Facility Surveyor

Residential Community Care Program



I DAHO DEPARTMENT OF
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JAMES E. RiSCH - Govemor DEBRA RANSOM, RN, R H.LT., Chief
KARL B. KURTZ - Director BUREAt OF FACILITY STANDARDS
3232 Eider Street

P.C. Box 83720

Boise, ID 83720-0636
PHONE 208-334-6526
FAX 208-354-1888

September 25, 2006

Virginia Wilkerson
Community Restorium
6619 Kanisku

Bonners Ferry, ID 83805

Dear Ms. Wilkerson:

In your letter to the Bureau of Facility Standards, dated September 20, 2006, you
requested additional time to resolve the non-core punch list items and the core issue cited
on the statement of deficiencies for the standard health care survey conducted on August
24, 2006. The Bureau has considered your request and is granting a 20 day extension.
The new date for your evidence of resolution and plan of correction to be received by this
office is October 16, 2006.

If you have any questions please call 334-6626.

Sincerely,

7
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PATRICK HENDRICKSON, R.N.
Health Facility Surveyor
Residential Community Care Program

PH/slc
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CERTIFIED MAIL 7003 0500 0003 1967 1251
September 8, 2006

Virginia Wilkerson, Administrator

Community Restorium
6619 Kanisku Steet
Bomners Ferry, ID 83805 gﬁé im -

Re:  Enforcement Action — Community Restorium
Dear Ms. Wilkerson:

As a result of the standard survey conducted on August 24, 2006, Community Restorium was issued a
core issue deficiency for inadequate care. This core issue substantially limits the capacity of Community
Restorium to ensure that residents’ health and safety are safe-guarded. The deficiency is described on the
enclosed Statement of Deficiencies.

Due to the seriousness of this core issue and in accordance with IDAPA 16.03.22.900.04. the following
enforcement actions are imposed:

1. The facility will correct the deficient area in accordance with the submitted Plan of
Correction no later than Octeber 8, 2006; '

2. A registered nurse consultant, with a background in residential care and/or long
term care, will be obtained and paid for by the facility, and approved by the
Department. This registered nurse consultant may not also be employed by the
facility as a regular employee. The registered nurse consultant is to be allowed
unlimited access to the facility and its systems for the provision of care to
residents. The name of the consultant with the person’s qualifications will be
submitted to the Department for approval no later than September 15, 2006;

3. The Department approved consultant will submit a weekly written report to the
Department commencing on September 22, 2006 and every Friday thereafter.
The reports will address progress on correcting the deficiencies on the
Statements of Deficiencies and Non-Core Issues Punch Lists.
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4. The facility will maintain, on an ongoing basis, the deficient area in a state of
compliance in accordance with the submitted Pian of Correction;

5. A provisional license is issued which is to be prominently displayed in the facility. Upon
- receipt of this provisional license return the full license, currently held by the facility.

6. When the consultant and the administrator agree the facility is in full compliance, they
will notify the Department and a follow-up survey will be conducted.

Please be advised that you may contest this decision by filing a written request for administrative
review pursuant to IDAPA 16.05.03.300. no later than twenty-eight (28) days after this notice
was mailed. Any such request should be addressed to:

Randy May
Deputy Administrator
Division of Medicaid-DHW
3232 Elder Street
P.O. Box 83720
Boise, ID 83720-0036

If you fail to file a request for administrative review within the time allowed, this decision shall become
final.

Staff from the Residential Community Care Program is available to help avoid additional negative
actions. Should you desire technical assistance, please contact this office at (208) 334-6626.

Sincerely,
JAMIE SIMPSON, MBA, QMRP

Supervisor
Residential Community Care Program

Enclosure

c: Sharon Duncan, Chief, Bureau of L.ong Term Care and State Operations
Tanya McElfresh, Regional Manager Long Term Care Services Region I and IT
Debra Ransom, R.N,, RH.LT., Chief, Bureau of Facility Standards
Randy May, Deputy Administrator, Division of Medicaid
Willard Abbott, Deputy Attorney General, Human Service Division ‘
Patrick Hendrickson, R.N., Health Facility Surveyor, Residential Community Care Program
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Virginia Wilkinson, Adminisirator
Community Restorium g §i e
6619 Kanisku Street g ém

Bonners Ferry, ID 83805

Dear Ms. Wilkinson:

Based on the complaint investigation, state licensure survey conducted by our staff at Community Restorium
on August 24, 2006, we have determined that the facility failed to protect resdients from inadequate care.
The facility failed to assure that residents rights were observed and protected by providing a safe living
environment for 1 of 1 sampled residents identified as at risk for wandering outside and off of the facility
property (resident #2).

This core issue deficiency substantially limits the capacity of Community Restorium to furnish services of an
adequate level or quality to ensure that residents' health and safety are safe-guarded. The deficiency is
described on the enclosed Statement of Deficiencies.

You have an opportunity to make corrections and thus avoid a potential enforcement action. Correction of
this deficiency must be achieved by October 8, 2006, We urge you to begin correction immediately.

After you have studied the enclosed Statement of Deficiencies, please write a Plan of Correction by
answering each of the following questions for each deficient practice:

+ What corrective action(s) will be accomplished for those specific residents/personnel/areas found
to have been affected by the deficient practice?

. How will you identify other residents/personnel/areas that may be affected by the same deficient
practice and what corrective action(s) will be taken?

’ What measures will be put into place or what systemic changes will you make to ensure that the
deficient practice does not recur?

. How will the corrective action(s) be monitored and how often will monitoring occur to ensure that
the deficient practice will not recur (i.e., what quality assurance program will be put into place)?



Virginia Wilkinson, Administrator
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¢ What date will the corrective action(s) be completed by?

Return the signed and dated Plan of Correction to us by September 21, 2006, and keep a copy for your
records. Your license depends upon the corrections made and the evaluation of the Plan of Correction you
develop.

In accordance with Informational Letter #2002-16 INFORMAL DISPUTE RESOLUTION (IDR)
PROCESS, you have available the opportunity to question cited deficiencies through an informal dispute
resolution process. If you disagree with the survey report findings, you may make a written request to the
Chief of the Bureau of Facility Standards for a Level 1 IDR meeting. The request for the meeting must be
made within ten (10) business days of receipt of the statement of deficiencies (September 21, 2006). The
specific deficiencies for which the facility asks reconsideration must be included in the written request, as
well as the reason for the request for reconsideration. The facility’s request must include sufficient
information for the Bureau of Facility Standards to determine the basis for the provider’s appeal. If your
request for informal dispute resolution is received after September 21, 2006, your request will not be
granted.

Please bear in mind that non-core issue deficiencies were identified on the punch list, a copy of which was
reviewed and left with you during the exit conference. The completed punch list form and accompanying
proof of resolution (e.g., receipts, pictures, policy updates, etc.) are to be submitted to this office by
September 23, 2006.

If, at the follow-up survey, it is found that the facility is not in compliance with the rules and standards for
residential care or assisted living facilities, the Department will have no alternative but to initiate an
enforcement action against the license held by Community Restorium. -

Should you have any questions, or if we may be of assistance, please call our office at (208) 334-6626.
Sincerely,

#

JAMIE SIMPSON, MBA, QMRP
Supervisor
Residential Community Care Program

JS/sle
Enclosure

c Debra Ransom, R.N., RH.LT., Chief, Bureau of Facility Standards
Loren Quinton, R.N., Program Manager, Regional Medicaid Services, Region I - DHW
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R 008 16.03.22.520 Protect Residents from Inadequate | R008 1. Residents Rights—Safe Environment
Care. . .
1.__Corrective action for specific resident
The administrator must assure that policies and arcas
procedures are implemented to assure that all
residents are free from inadequate care. A. Resident # 2
1. Easily re-directed by staff
] i ) . 2. Adjusting to this new location
thsesgfn t? Q,O th?;etsaas}:\gde.?gis}gﬁ‘t 3. Family re-decorated resident room to
i E 9 i help reinforce familiarity/comfort
Based on observations, interview and record 4. Has joined an aipl_:ful-atory “womans
review it was determined the facility failed to . Eroup for activity _
assure that residents rights were observed and 5. Exit (100{ alanm sslf'stem apﬁvated 24-7
protected by providing a safe living environment 6. Staffing includes immediate response
for 1 of 1 sampled resident identified at risk for to all door alarms and visual
wandering outside and off of the facility property checks of source as well as indi-
(#2). The findings include: vidual resident checks as to where
Review of Resident #2's record on 8/23/06 abouts.
revealed the resident was admitted on 6/30/06, o . )
with a diagnosis of dementia. 2. Identifv other residents that mayv be af -
fected by same
The resident’s record contained a "New Resident
Overview" dated 6/30/06, that stated the A. Review all residents for wandering an
resident's "main issues surround her confusion supervision needs '
and short term memeory, and the family would B. Revise plan of care accordingly
appreciate "vigilance" about her walking or being
outside alone.” RECEIVED
The resident's record contained the following cEw 09 WG
"Daily Log" notes dated from 7/4/06 to 7/16/06: SEE &L AU
On 8/23/06 at 10:30 a.m., 3 staff members stated FACILITY STANDARDS
Resident #2 wanders info cther resident rooms
and "shops." Additionally, they stated other
Bureau of Facilityfandards Y
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s, ;
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residents have to go ouiside with Resident #2,
"so she doesn't wander away from the facility.”

On 8/24/06 at 6:05 p.m., Resident #2 was
observed o exit the front enfrance of the facility
and wander toward the street. At that ime two
residents and a staff member were observed
chasing the resident through the parking lot to
prevent the resident from leaving the facility
grounds.

On 8/24/06 at 7:30 p.m., the administrator
confirmed Resident #2 required constant
supervision when she was outside to prevent the
resident from wandering off of the facility
grounds.

The facility failed to maintain a safe and secure
emvironment fo prevent Resident #2 from
wandering from the facility. This failure resulted in
inadequate care.

Il. Emergency interventions

Based on interview and record review it was
determined the facility failed to obtain emergency
services for 1 of 7 residents reviewed (#7). The
findings include:

Review of the facility's "Emergency Policy” on
8/24/06, documented "If staff determines there is
no trauma and the resident is able fo sit
independently in a wheelchair and can be
transported safely o emergency room do so” or "
if there has been trauma call 811."

Review of Resident #7's record on 8/23/06
revealed the resident was admitted on 10/6/03
with diagnoses which included hypertension and
chronic obstructive pulmonary disease.

3._Measures or changes to make sure does
not recur

A. Implementation of an exterior door
locking system tied to the emergency
response and alarm panel. A coded key
pad wstalied at main entry

B. Installation by Fire Systems West

4. How corrective actions wil be moni-
tored and how often to prevent reoccur-
ence

A. Random door checks by administrator,
county commissioners, staff and desig-~
nated individuals

5. _Date corrective action will be com-

pleted
October 8. 2006

II_Emergency Interventions

I. Corrective action for specific residents

A. Resident # 7
1. Reassess for risk for falls and
amend plan of care to meet determined
care peeds
2. In-service staff regarding individual
safety needs for fall prevention

Bureau of Facility Standdrds '
STATE FORM{ L« | w » 5899
_,(/70,&%/ %/ Ltz pant
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Review of the facility's "Incident Report” log on
8/24/06 revealed that on 06/28/06 at 8:30 p.m.
the resident was "found on the floor" and "has a
bit of a headache." It further stated the facility did
not notify the resident's doctor, facility's nurse or
the resident's family were notified of the fall nor
was first aid applied.

Review of the facility's Journal on 8/24/06
revealed that on 6/29/06 around 6:40 a.m. the
resident was taken to the hospital due to
dizziness and inability to walk. Further it stated
the resident was admitted to the hospital due fo a
hematoma between his brain and skull.

Review of the hospitals "Emergency Department
Charting Form" stated the resident arrived to the
emergency room on 6/29/06 at 6:47 a.m. for
complaints of dizziness, incontinence and a
headache.

Review of the hospitals "Emergency Physician
Record" stated the resident fell from a standing
position striking the back of his head. Further it
stated the resident complained of a headache,
difficulty walking, difficulty with speech and
confusion. :

Review of the hospitais cat scan resuits
documented the resident had a large right sided
subdural hematoma and a midline shift to the left
at 9 mm.

On 8/24/06 at 3:30 p.m., a staff member
confirmed that on 6/28/06 the resident was found
on the floor by staff and the resident had a large
"goose egg"” on his head and complained of a
headache after hitting his head during a fail,
Further, she stated on 6/29/08 when she arrived

2 TIdentifv other residents that mav be af-
fected by:

A. Reassessment of each resident

B. Develop list of at-risk residents for falls
and wandering

C. In-service all staff on care needs for
high-risk individuals

3. Measures or changes to make sure does
not yecur

A. Review emergency policy and proce-
dures
1. Update as needed
2. In-service all staff on emergency
policy and procedures

4. How corrective actions will be moni-

tored and how ofien to prevent re-
occurence

Administrator notified of all reportable
incidents within 24 hours

Emergency and reporting policies
posted in office

In-service all staff on emergency and
reporting policies

Administrator review of incidents and
incident fog every three days

Follow up as needed

m o 0 = >

L

Date corrective action will be com-

pleted
October §.2006

STATE FORM &
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to work at 6:00 a.m. she was asked by the
administrator to drive the resident to the hospital
in her personal vehicle due fo the residents
complaints of dizziness and inability to walk. She IIL. Acceptable Admissions
confirmed the resident was admitted to the
hospital due to a hematoma between his brain

1. Corrective actions for specific residents
and skull.

On 8/23/06 at 3:50 p.m., the administrator A. Resident #3

confirmed that on 6/28/06, the resident was found 1. Relocation to another facility
on the floor by staff and the resident had 9/5/2006

complained of a headache after hitting his head B. Resident#3

during the fall. Further, she stated the resident 1. Relocation to another facility
was not taken to the hospital until 6/28/06 6:47 9/4/2006

am.

2. Identify other resident that mav be af-

The facility failed to obtain emergency services

for resident #3 when he had a fall from a standing fected by:

position sfriking his head and un-unlicensed staff . . )

did not notify the facilities nurse or 911 to assess A. Review all residents for behaviors not
the resident for injury. Further the facility appropriate to facility and who de not
transported the resident in a employees personal meet admission policy requirement
vehicle when the facility's police states " if there B. Relocate residents who do not meet ad-
has been trauma call 911." This failure resulted in mission reguirement

inadequate care. C. Develop Care Plan Review Committee

to meet every two weeks to review
each resident, behaviors and care needs
1. Suggest other appropriate housing if

II. Acceptable Admissions

Based on interview and record review it was

determined the facility retained residents who necessary for any resident not meeting
were violent, had emotional needs and were not . acceptable admission standards due to
compatible with other residents. This was true for behaviors or other care needs.

2 of 7 sampled residents (#3 and #5). The
findings include:

1. Review of Resident #3's record on 8/23/06
revealed the resident was admitted on 10/6/03
with a diagnosis of dementia.

Review of the facility's "Incident Report" log on

Bureau of Faciity Stan 5

STATE FORM, . . % 6899 NFFF11 If continuation sheet 4 of 13
/‘”W Mv/twwﬁ&é:w ? G (0



Bureau of Facility Standards

PRINTED: 08/31/2006

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

13R118

FORM APPROVED
(%3) DATE SURVEY
(X2) MULTIPLE CONSTRUCTION COMPLETED
A. BUILDING
B. WING
08/24/2006

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZiP CODE
6619 KANISKU STREET

8/24/06 revealed the resident "Got very upset”
"velled and cussed"” and "reached across the bed
and got a handful of hair."

Review of the facility's "Journal" on 8/24/06
revealed that on 8/15/06 at 3:40 p.m. the resident
"got very upset and shook her cane at me" and
said " she was going to hit me with her cane.”

On 8/23/06 at 10:50 a.m. a staff member stated
the resident could be physically aggressive with
staff and also was incontinent of stool that she
smears over walls.

On 8/23/06 at 11:00 a.m. a second staff member
stated the resident could be physically aggressive
with staff and was incontinent of stool that she
smeared on the walls.

On 8/23/06 at 11:15 a.m. a third staff member
stated the resident could be physically aggressive
with staff and was incontinent of stool that she
smeared on the walls.

On 8/23/06 at 11:20 a.m. the administrator
confirmed the resident could be physically
aggressive with staff and was incontinent of stool
that she smeared on the walls,

On 8/24/06 at 1:20 p.m. a random cognitive
resident confirmed the resident could be
physically aggressive with staff and was
incontinent of stool that she smeared on the
walls. .
Review of the facility's Admission Policy on
B8/24/06 documenied the facility shall not retain
residents who are violent.

2. Review of Resident #5's record on 8/23/08

L]
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Measures or changes to make sure does

g N w o

How corrective actions witl be monij~

net recur:

Review admission and discharge poli-
cies for updates as necessary
In-service all staff on updates and gen-
eral policy

Compare all new possible admissions
to updated admission policy

Admit only residents who meet admis-
sion policy requirements

tored and how often to prevent re-
occurance

Review of each new resident for non-
compatible behaviors every two weeks
by care plan review committee after
admission

Follow up as necessary

Date corrective action will be com-

pleted;
QOctober 8, 2006

Bureau of Facility Standards ~
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revealed the resident was admitted on 12/29/03
with a diagnosis of dementia.

On 8/23/06 at 10:30 a.m., three staff members
stated Resident #5 "goes into Resident #4's
room." Additionally, they stated Resident #5
stands in the doorways of the female residents’
rooms and "rubs his penis" and "attempts to
masturbate in front of them."

On 8/23/06 at 2:30 p.m., the administrator stated
Resident #5's inappropriate behavior had started
in May 20086. She stated several female residents
had approached her regarding concerns about
Resident #5's behavior. She stated that staff have
also complained to her that during the entire
bathing process, Resident #5 has an erection and
atternpted to touch them.

Review of the facility's Admission Policy on
8/24/06 documented the facility shall not retain
residents who's social needs are not
homogeneous with the other residents in the
facility.

The facility retained residents who were violent
and had emotional needs that were not
compatible with other residents and against the
facility's policy for 2 of 7 sampled residents (#3
and #5) these failures resulted in inadequate
care.

Further, the facility's failure to provide a safe
environment, provide emergency interventions,
and the retention of residents who's social needs
are not homogeneous with the other residents in
the facility constituted immediate danger and had
the potential to adversely affect 100% of the
residents in the facility. The facility was informed
of the immediate danger situation on August 24,

Bureau of Facility
STATE FORM
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2006, and an acceptable plan of correction was IV_NSA-Behavior Manasement
obtained at that time.
1. Corrective action for specific residents:
A. Resident #2
IV. NSA - Behavior Management: Behgwor Management plan developed
and in place
Based on interview and record review it was B. Resg;ient #3 _
determined the facility failed to develop BMPs to Interim Behavior management plan de-
identify and describe residents behavior veloped and faxed to Bureau of Facility
management needs for 4 of 7 sampled residents Standards. Resident discharged to an-
{#'2, #3, #4 and #5). The findings include: other facility
1. Review of Resident #2' d on 8/23/06 €. Resident # 4
. Review of Resident #2's record on , Interim Behavior -
revealed the resident was admitied on 6/30/06 \fel:le d ;?gg;ﬁ?gﬁgiﬁgﬁ ?l?tv
with a diagnosis of dementia. P . . ?
Standards.. Resident discharged to an-
Further review of the resident's record revealed other facility ‘
no documented evidence of a BMP. D. Resident # 5 Interim Behavior manage-
ment plan developed. Resident dis-
The resident's record contained a New Resident charged to another facility.
Overview sheet that documented the resident's
"main issues surround her confusion and short 2. Identifv other residents who mav be
term memory, and the family would appreciate affected by o
"\Eigila{]ce" about her walking or being outside A. Evaluate all current residents for need
aione. for a behavior management plan
The resident's record contained the following B. Develop and use a behavior manage-
"Daily Log" notes dated from 7/4/06 to 7/16/06: ment worksheet to track behaviors and
implement an appropriate behavior
On 7/4/06 (un-timed) Resident #2 tried to drop plan
her pants in the hallway. C. Impiement an appropriate behavior
management plan to address behaviors
On 7/8/06 (un-timed) staff haq to remove D. In-s er%ic e aﬂgtaﬂ' on behavior man-
Resident #2 from another resident's room. agement tracking worksheet and devel-
On 7/16/06 (un-timed) Resident #2 wandered into opment of an appropriate behavior
another resident's room and took the resident's management plan
glasses.
Bureau of Facilily Standartls
6899 NEEE11 If continuation sheet 7 of 13

P9 /5¢



PRINTED: 08/31/2008

FORM APPROVED
Bureau of Facility Standards
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBFR: COMPLETED
A. BUILDING
B. WING
13R118 08/24/2006
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
6619 KANISKU STREET
COMMUNITY RESTORIUM BONNERS FERRY, ID 83805
(X4} ID SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION X5
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TC THE APPROPRIATE DATE
DEFICIENCY)
R 008 | Continued From page 7 R 008

On 8/23/06 at 10:30 a.m., 3 staff members stated
Resident #2 wanders into other resident rooms
and "shops." Additionally, they stated other
residents have to go outside with Resident #2,
"s0 she doesn't wander away from the facility."

On 8/24/06 at 6:05 p.m., Resident #2 was
ohserved o exit the front enfrance of the facility
and wander toward the street. At that time two
residents and a staff member were observed
chasing the resident through the parking lot to
prevent the resident from leaving the facility
grounds.

On 8/24/06 at 7:30 p.m. the administrator
confirmed Resident #2 wandered into other
resident recoms at times, and required constant
supervision when she was outside to prevent the
resident from wandering off of the facility
grounds.

2. Review of Resident #3's record on 8/23/06
revealed the resident was admitted on 10/6/03
with a diagnosis of Dementia.

Further review of the resident's record revealed
no documented evidence of a BMP.

Review of the facility's Incident Report log on
8/24/06 documented the resident "Got very
upset" "yelled and cussed" and “reached across
the bed and got a handful of hair."

Review of the facility's Journal on 8/24/06
documented that on 8/15/06 at 3:40 p.m. the
resident was dressed in night clothing and when
staff tried to point this out to the resident "She got
very upset and shook her cane at me" and said "
she was going to hit me with her cane.”

3. Measures or changes to make sure does
a0t recur

A. Care plan review committee review
cach resident with a behavior tracking
worksheet and/or behavior manage-
ment plan

B. Administrator generate NSA/care plan
addendum to address related care needs
based on information from worksheet

C. Behavior tracking worksheet used by
and submitted by care staff for farther
development

4. How corrective actions will be moni-

tored and how often to prevent re-
occurence

A. Care plan review committee meet
every two weeks for review, needed
corrective steps and follow-ups as nec-

essary

3. Date corrective action will be com-
pleted

October 8. 2006
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On 8/23/06 at 10:50 a.m. a staff member stated
the resident could be physically aggressive with
staff and was incontinent of stool that she
smeared on the walls,

On 8/23/06 at 11:00 a.m. a second staff member
stated the resident could be physically aggressive
with staff and was incontinent of stool that she
smeared on the walls.

On 8/23/06 at 11:15 a.m. a third staff member
stated the resident could be physically aggressive
with staff and was incontinent of stool that she
smeared on the walls.

On 8/23/08 at 11:20 a.m. the administrator
confirmed the resident could be physically
aggressive with staff and was incontinent of stool
that she smeared on the walls. She further
confirmed there was not a BMP developed for the
resident. '

On 8/24/06 at 1:20 p.m. a random cognitive
resident confirmed the resident could be
physically aggressive with staff and was
incontinent of stool that she smeared on the
walls,

3. Review of Resident #4's record on 8/23/06
revealed the resident was admitted on 10/13/05
with a diagnosis of dementia.

Further review of the resident’s record revealed
no documented evidence of a BMP.

The resident's record contained the following
"Daily Log" note dated 7/26/06:

Two other residents witnessed Resident #4

Bureau of Facility Stapdards
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pushing a male resident because the male
resident was in Resident #4's way.

On 8/23/06 at 10:30 a.m., three staff members
stated Resident #4 frequently wandered into
other resident rooms. Additionally, they stated
the resident was physically abusive to other
residents.

Review of the "Resident Concerns/lssues Report"
revealed the following complaints:

On 8/4/06 (un-timed), "Intrusion of privacy, party
frequently comes inte my room without
knocking... listens to conversations when | have
guests and sometimes enters and starts joining
in. But foday she came into the bath and started
talking to the bath aide while | was in the tub...
Somehow there must be some way to stop her, |
like my privacy."

On 8/8/06 (un-timed), a male resident went to the
administrator and complained that he was getting
tired of Resident #4 trying to get him fo do things
for her. The resident asked him to walk her fo the
corner so she could "hitch” a ride to church.
When the male resident refused Resident #4
asked him {o take her to buy a car. Additionally,
the male resident stated Resident #4 was getting
more "ouirageous” with her ideas. "The other day
she asked me if | was willing to dress her." The
resident stated he felt Resident #4's recent
behavior and approach, "was over the line."

On 8/11/06 at 7:10 a.m., Resident #4 had a "loss
of temper, upset all the time, confused, entering
rooms without permission, wanting help getting
undressed.”

On 8/23/06 at 2:30 p.m., the administrator

Bureau of Fadility S
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confirmed Resident #4 wandered into other
resident rooms, intruded on other's
conversations, and asked a male resident to
assist her in getting undressed. Additionally, she
confirmed Resident #4 did not have a BMP.

4. Review of Resident #5's record on 8/23/06
revealed the resident was admitted on 12/29/03
with a diagnosis of dementia.

Further review of the resident's record revealed
no documented evidence of a BMP.

On 8/23/06 at 10:30 a.m., three staff members
stated Resident #5 "goes” into Resident #4's
reorm. Additionally, they stated Resident #5
stands in the doorways of the female residents’
reoms and, "rubs his penis and attempts to
masturbate in front of them."

On 8/23/06 at 2:30 p.m., the administrator stated
Resident #5's inappropriate behavior had started
in May 2008. She stated several female residents
had approached her regarding concerns about
Resident #5's behavior. She stated that staff have
complained to her that during the entire bathing
process, Resident #5 has an erection and
attempts to touch them. The administrator
confirmed she did not have a BMP for Resident
#5.

The facility failed to develop BMPs for the
residents' inappropriate behaviors fo help guide
staff in the in the intervention for each behavioral
symptom. These failures resulted in inadequate
care.

V. NSA

Based on interview and record review it was

R 008

V. NSA

1. Corrective actions for specific residents

A. Resident # 1—NSA developed
B. Resident # 2—NSA developed
C. Resident # 3—-NSA developed
D. Resident # 5—NSA developed
E. Resident # 6—NSA developed
F. Resident # 7—NSA developed

Bureau of Facility Standards
STATE FORM . mﬂf’d
A ,0&74%%

ouss NFFF11

If continuation sheet 11 of 13

W 7/5/&6




Bureauy of Facility Standards

PRINTED: 08/31/2006
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY
COMPLETED

determined the facility failed to develop NSA's to
identify and describe residents needs for 6 of 7
sampled residents (#1, #2, #3, #5, #6, and #7).
These failures resulted in inadequate care. The
findings include:

1. Review of Resident #1's record on 8/23/06,
revealed the resident was admitted on 7/6/04 with
diagnoses which included middle cervical spinal
laminectomy and hypertension.

Further review of the resident's record revealed
no documented evidence of a current NSA,

2. Review of Resident #2's record on 8/23/06,
revealed the resident was admitted on 6/30/06,
with diagnoses which included dementia and
arthritis.

Further review of the resident's record revealed
no documented evidence of a current NSA.

3. Review of Resident #3's record on 8/23/08,
revealed the resident was admitted on 10/6/03,
with diagnoses which included dementia.

Further review of the rasident's record revealed
no documented evidence of a current NSA.

4, Review of Resident #5's record on 8/23/06,
revealed the resident was admitted on 12/29/03,
with diagnoses which included dementia,
hypertension and congestive heart fallure.

Further review of the resident's record revealed
no documented evidence of a current NSA.,

5. Review of Resident #6's record on 8/23/06,
revealed the resident was admitted on 6/30/06,
with diagnoses which included cardiac
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2, Identify other residents that mav be af-
fected by:

A. Review each resident record for a cur-
rent up-to-date NSA
B. Develop current NSAs as needed

3. Measures of changes to make sure does

0ot recur:

A. Care plan review committee review all
resident NSAs every two weeks for
current information.

B. Update as necessary

C. Licensed nurse review of all resident
NSAs every 90 days and develop, up-
date as necessary

D. Licensed nurse review of all new ad-
missions for completed NSA 14 days
after admission

E. Develop log/calendar to track all resi-
dent NSAs with dates and required re-
VIEWSs.

4. How corrective actions will be moni-

tored and how often to prevent re-
Qecurrence

A. Administrator review NSA log/
calendar every month for completeness
and accuracy

B. Update as necessary

5. Date corrective action will be com-
pleted:

October 8, 2006
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dysrhythmia, arthritis and depression.

Further review of the resident's record revealed
no documented evidence of a current NSA.

8. Review of Resident #7's record on 8/23/06,
revealed the resident was admitted on 6/30/06,
with diagnoses which included hypertension and
chronic obstructive pulmonary disease.

Further review of the resident's record revealed
no documented evidence of a current NSA,

On 8/24/06 at 10:00 a.m., the administrator
confirmed that she had not developed current
NSA's for Residents #1, #2, #3, #5, #6, and #7.

The facility did not develop NSA's for Residents
#1, #2, #3, #5, #6, and #7 to direct staff in the
care of the residents,
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IDAHO DEPARTMENT OF

HEALTH &« WELFARE

JAMES E. RISCH ~ Govemor DEBBY RANSOM, R.N., RH.LT ~ Chisf
RICHARD M. ARMSTRONG — Direclor BUREAU GF FACILITY STANDARDS
3232 Eider Street

P.O. Box 83720

Boise, ldaho 83720-0036

PHONE: (208) 334-6626

FAX: {208) 364-1888
E-mait: fsh@khw.state.id.us

September 8, 2006

Virginia Wilkinson, Administrator
Community Restorium

6619 Kanisku Street

Bonners Ferry, ID 83805

Dear Ms. Wilkinson:

On August 24, 2006, a complaint investigation survey was conducted at Community
Restorium. The survey was conducted by Patrick Hendrickson, R.N. and Debra Sholley,
LSW. This report outlines the findings of our investigation.

Complaint # ID00001693

Allegation #1:  There is not sufficient staff to provide adequate care and meet the needs of
the residents.

Findings: Based on observation, interview, and record review it could not be
determined the facility did not have sufficient staff to provide adequate care
and meet the needs of the residents.

Review of the facility's as worked schedules on August 23, 2006 for the
months of July 2006 and August 2006 revealed there were two caregivers
and one bath aide on the morning shifts, two caregivers on the afternoon
shifts, and one caregiver on the night shift.

During tour of the facility on August 23, 2006 between 8:30 a.m., and 10:30
a.m., 8 random residents interviewed stated there was a sufficient amount of
staff to meet their care needs.

Conclusion: Unsubstantiated. Aithough the allegation may have occurred, it could not
be validated during the complaint investigation conducted on August 24,
2006.



Virginia Wilkinson, Admunistrator

September 8, 2006
Page 2 of 5

Allegation #2:

Findings:

Conclusion:

Allegation #3:

Findings:

Conclusion:

Allegation #4:

Findings:

Personnel are not provided training before giving personal care to residents.

Based on interview and record review it was determined that personnel
were not provided training before giving personal care to residents.

Review of 4 random employee files on August 23, 2006 documented 4 of 4
employees did not have documented orientation, continuing education or
specialized training.

On August 23, 2006 at 10:30 a.m. the administrator stated she was
unaware that employees did not receive orientation, continuing education or
specialized training. :

Substantiated. The facility was issued a deficiency at IDAPA
16.03.22.625.01, 16.03.22.630 and 16.02.22.640 for Not providing
employees with orientation, continuing education or specialized training. The
facility was required to submit evidence of resolution within 30 days.

The facility's policies and procedures are not current.

Based on record review it was determined the facility's policies and
procedures were not current to IDAPA 16 Tital 03 chapter 22- Residential
Care or Assisted Living Facilities In ldaho, 2006 .

Random review of the facility's polices "i.e." behavior management,
medications, delegation and staffing on August 23, 2006 revealed the
facility's policies were current to IDAPA 16 Tital 03 Chapter 22- Residential
Care Or Assisted Living Facilities In Idaho, 2006 .

Substantiated. The facility's policies and procedures are not up to date. The
facility was issued a deficiency at IDAPA 16.03.22.153.07, 16.03.22.157.01
d i, IV, V, 16.03.167.01 g |, IV, 16.03.22.157.02 and 16.03.22.162 for
policies and procedures (behavior management, medications, delegation
and staffing) not being up to date to IDAPA 16 Tital 03 chapter 22-
Residential Care or Assisted Living Facilities In Idaho, 2006. The facility was
required to submit evidence of resolution within 30 days.

‘Medications are left unattended with residents who are not assessed as

being self medicators.

Based on observation and interview it was determined that medications
were left unattended with residents who are not assessed as being selif
medicators.



Virginia Wilkinson, Administrator

September 8, 2006
"~ Page3of5

Conclusion:

Allegation #5:

Findings:

On August 24, 2006 between 9:00 a.m. thru 10:00 a.m. a tour of the facility
was conducted consisting of 35 resident's rooms and 5 of 35 rooms had
unattended medications in them.

Review of the above resident's records on August 23, 2006 documented the
5 residents did not have a nursing assessment fo self medicate.

Substantiated. The facility was issued a deficiency at IDAPA
16.03.22.300.06 for the nurse not conducting an assessment on residents
who were self medicating. The faclility was required to submit evidence of
resolution within 30 days.

Residents are wandering into other resident rooms, taking personal items
and intruding on their privacy.

Based on interview and record review it was determined residents were
wandering into other resident rooms, taking personal items and intruding on
their privacy. '

Review of an identified resident's record on August 23, 2006 revealed the
resident was admitted on June 30, 2006, with a diagnosis of dementia.

On August 23, 2006 at 10:30 a.m., 3 staff members stated the identified
resident wanders into other resident rooms and "shops".

Review of second identified resident's record on August 23, 2006 revealed
the resident was admitted on December 29, 2003 with a diagnosis of
dementia.

On August 23, 2006 at 10:30 a.m., three staff members stated the identified
resident wandered into other resident rooms.

Review of third identified resident's record on August 23, 2006 revealed the
resident was admitted on 10/13/05 with a diagnosis of dementia.

On August 23, 2006 at 10:30 a.m., three staff members stated the identified
resident frequently wandered into other resident rooms.

Review of the "Resident Concerns/issues Report" on August 23, 2006
revealed the following complaints:

On August 4, 2006 (un-timed), "Intrusion of privacy, party frequently comes
into my room without knocking... listens to conversations when | have guests
and sometimes enters and starts joining in. But today she came into the



Virginia Wilkinson, Administrator

September 8, 2006
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Conclusion:

Allegation #6:

Findings:

Conclusion:

bath and started talking to the bath aide while | was in the tub... Somehow
there must be some way to stop her, | like my privacy".

On August 11, 2006 at 7:10 a.m., the identified resident had a "loss of
temper, upset all the time, confused, entering rooms without permission,
wanting help getting undressed.”

On August 23, 2006 at 2:30 p.m., the administrator confirmed the three
identified residents wandered into other resident rooms and intruded on
other's conversations and privacy.

Substantiated. The facility was issued a deficiency at IDAPA 16.03.22. 550
for failure to protect the residents’ right to a safe living environment and
privacy. The facility was required to submit a plan of correction.

Staff are assisting with medications without being certified to assist with
medications.

Based on interview and record review it was determined staff were assisting
with medications without being certified.

Review of personnel records on August 23, 2006 revealed no evidence the
staff person who worked the night shift was certified to assist residents with
medications.

On August 23, 2008 at 2:30 p.m., the administrator confirmed the staff
person who worked the night shift was not certified to assist with
medications. Additionally, she stated there were residents who required
assistance with medications during the night shift hours.

Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.645
for failure to assure staff who assisted with medications were certified to do
s0. The facility was required to submit evidence of resolution within 30
days.

Based on the findings of the complaint investigation, the facility was found to be out of
compliance with the rules for Residential Care or Assisted Living Facilities in Idaho. A
Statement of Deficiencies has been issued fo your facility. Please develop a Plan of
Correction as outlined in the cover letter to the Statement of Deficiencies. AND/OR Non-core
issues were identified and included on the Punch List.




Virginia Wilkinson, Administrator
September 8, 2006
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if you have guestions or concerns regarding our visit, please call us at (208) 334-6626.
Thank you for the courtesy and cooperation you and your staff extended to us while we
conducted our investigation.

Slncerety,

i R ol f

PATRICK HENDRICKSON, R.N.
Team Leader

Health Facility Surveyor

Residential Community Care Program

I

PH/slc

c: Jamie Simpson, MBA, QMRP, Supervisor, Residential Community Care Program
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